Introduction
Coronary cameral fistula (CCF) is an extremely rare coronary anomaly in which there is a communication between one of the coronary arteries and any of the cardiac chambers [1] . Coronary cameral fistula is generally congenital in origin but very rarely it can be acquired secondary to trauma or coronary catheterization [2] [3] .
The clinical presentation generally depends on the location and the size of the fistula and the degree of compromise in blood supply [1] [3] .
We present a case of a very late presentation of this congenital coronary anomaly, who presented to the Emergency Department (ED) for the first time at the age of 59 years with unstable angina.
Case Presentation
A 59 years old male presented to the emergency department with complains of retrosternal chest pain which was new onset and associated with mild breathlessness at around 11 pm at night. There was no history of similar episode in the past. There was no history of hypertension, diabetes or any other major cardiac or non-cardiac illness in past.
On presentation his pulse was 86 per minute and blood pressure was 156/90 mm of Hg. The clinical examination did not reveal any significant abnormality. The Electrocardiogram (ECG) done in the emergency department revealed mild concentric left ventricular hypertrophy (LVH) and minimal ST segment depression in lateral leads. However, cardiac enzymes were mildly raised viz. Troponin T was 0.11 ng%. So, the patient was admitted in intensive care unit and was treated on the lines of unstable angina. The other biochemical and hematological parameters were in normal range and they are as follows (see Table 1 ).
Transthoracic echocardiography was done in the intensive care unit which showed left ventricular hypertrophy and a small abnormal channel just at the left ventricular apex. However the channel could not be delineated completely in the transthoracic study. The patient improved symptomatically after treatment with oral nitrates.
The next day, coronary angiography (CAG) was performed. The angiography showed that there was an abnormal spillage of the contrast in the left ventricular cavity in the apical region in diastole. The further study confirmed the presence of a channel communicating between left circumflex artery and the left ventricle and the diagnosis of a coronary cameral fistula arising from left circumflex draining into left ventricular apex (see Figure 1 ) was confirmed. The arrows in both the figures that the left ventricular cavity was opacified with the contrast in diastole. There were no significant atherosclerotic plaques in any of the coronaries. Both the renal arteries were normal (Figure 2) .
In our patient there was no acquired cause for the development of the fistula from left circumflex to left ventricular apex i.e. trauma or previous coronary catheterization. So the diagnosis of coronary cameral fistula from left circumflex artery to left ventricular (LV) apex of congenital origin was confirmed.
As there was no significant atherosclerotic coronary artery disease, the patient was advised medical management with calcium channel blockers, ACE inhibitors with aspirin and statin viz. atorvastatin. The patient was discharged after 3 days of hospitalization and followed up for three months so far. He is doing well with the medical management without any complains.
Discussion
Coronary cameral fistula is an exceedingly rare cardiac anomaly. It is a communication between any of the coronary artery with one of the cardiac chambers or a major vessel viz. venae cavae, pulmonary artery, veins, or coronary sinus or other coronary [1] [2] . Most of the coronary cameral fistulae are congenital in origin. However very rarely they are seen acquired after trauma or cardiac catheterization [2] [3] . Majority of the coronary cameral fistulae arise from right coronary artery (55%), left coronary artery (35%), and both coronary arteries (5%) and they generally drain into the right ventricle (40%), right atrium (26%), pulmonary arteries (17%) and less frequently the superior vena cava or coronary sinus and least often the left atrium and left ventricle [2] - [4] . Coronary artery to left ventricular fistulae are very rare with the incidence being reported as 1.2% of all coronary artery fistulae [1] [4] [5] . As per Houser et al., a fistula arising from left circumflex artery draining into left ventricle is exceedingly rare and very few cases have been reported so far in the literature [1] [3] .
The clinical presentation depends mainly on the location and the size of the fistula, the degree of compromise in blood supply and effective collaterals [1] [5] [6] . Generally, the hemodynamically significant fistula with a left to right shunt may lead to congestive heart failure, pulmonary arterial hypertension, myocardial ischemia, steal phenomenon or very rarely arrhythmias [1] [6] [7] .
Cardiac catheterization with coronary angiography remains the gold standard for the diagnosis of coronary artery fistulae. It can demonstrate the size, anatomy, number, origin and the draining site of the fistulae. Transthoracic echocardiography is also useful in giving clue for the fistula [8] - [10] . Magnetic resonance imaging (MRI) can also help in delineating the fistulae and the diagnosis of this rare anomaly [9] . However conventional coronary angiography forms the mainstay in the diagnosis and decision making for the treatment of coronary cameral fistulae [1] [7] [10] . Most coronary artery fistulae are small and usually do not cause any ischemic symptoms and have good longterm prognosis [2] . Such asymptomatic fistulae with no abnormal flow pattern can be managed conservatively [1] [3] .
In symptomatic cases, coils particularly controlled release coils can be used. In severe symptomatic cases where trans-catheter interventions are not possible, coronary artery bypass grafting (CABG) is an option [1] [9] [10].
Conclusion
Coronary cameral fistula is an extremely rare coronary anomaly. Particularly fistula arising from the left circumflex draining into Left ventricular cavity is exceedingly rare and very few cases have been reported in the literature. Our case was a very late presentation of this rare congenital coronary anomaly who presented for the first time at the age of 59 years with unstable angina. The early diagnosis of this rare anomaly determines the treatment and the outcome as hemodynamically significant coronary cameral fistula may lead to fatal complications like coronary steal, myocardial infarction or arrhythmias.
